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collecting system on that side, more stones might be cleared. But why do stones form more readily in the dependent kidney? Does increased perfusion lead to hyperfiltration and increased solute deposition where stones then have a propensity to crystallize? Is this a postural phenomenon only or is there local hormonal regulation, changes in ureteral peristalsis, or an unidentified ureteral pacemaker at work here? These are some of the basic unanswered questions that are raised by the findings highlighted in this paper. Thinking of the kidney as a dynamic microenvironment can be used to one's clinical advantage.
One issue that was not addressed in this paper was whether stone passage in this patient population was affected by location of the stone in the lower pole, which has been described previously as a barrier to stone passage in post-SWL patients. Whether this is a result of the infundibular angle to the lower pole, complexity of the calyceal system, calyceal infundibular diameter or length, or stone burden is a subject of current debate. [5] [6] [7] How is it that lower pole stone fragments can overcome their dependent position and pass the physical barriers to reach the ureter? Perhaps there is a unidirectional flow of urine that contributes to this forward progress of stones for passage, a portion of which might be attributable to increased perfusion in the dependent kidney as described by the authors.
The concept that positioning can play a major part in organ perfusion has been appreciated in other fields. In critical care, pulmonary perfusion is heavily influenced by position. For example, sitting, standing, and lying down have been shown to alter both pulmonary perfusion and gas exchange. 8 This finding has been translated into clinical practice with the use of prone positioning in acute respiratory distress syndrome to improve ventilation of severely ill patients. 9 In this paper, the effect of positional changes on stone passage rate after SWL was examined, and a statistically significant difference was observed. In this particular case, one might argue that ipsilateral sleeping could potentially be as effective as medical expulsion therapy with an α-blocker for facilitating stone passage. In a clinical setting, asking patients to spend more time in a specific sleep position might represent an effective means of not only preventing stone formation, but also in assisting stone passage. One might apply this concept by asking a patient who is at risk of stone forma tion (but currently stone free) to sleep on their contralateral side and an individual trying to pass a stone fragment to sleep on their ipsilateral side. This might not be an easy task for patients to accomplish. One potential drawback of this study's design is that they only monitored sleep position during the first postoperative night. Sleep researchers, however, have shown that one's perception of the side they sleep on is accurate and consistent. 10 People tend to sleep on one side habitually, and they are generally fairly good at distinguishing which side it is. Asking a patient to simply change their sleep position to increase stone clearance might not be as straightforward as it seems. Future advances in urologic care technology should perhaps include device development that could assist in changing a person's sleep posture, turning this paper's findings into a clinical application.
SURGERY
Routine adrenalectomy in renal cancer-an antiquated practice
Gennady Bratslavsky and W. Marston Linehan
For decades, complete removal of the kidney with all the contents of the Gerota's fascia (including the adrenal gland) has been a standard procedure for treating renal cell carcinoma (RCC). Two recent articles argue against routine adrenalectomy, and encourage adrenal preservation for the vast majority of patients with RCC. 2 from the Mayo Clinic examine the role of routine adrenal ectomy for patients with RCC. Both articles provide compelling arguments against the routine removal of the adrenal gland and present strong data supporting their points. In particular, both papers discuss the following points: the effect of tumor size and location on the risk of adrenal involvement; the utility of preoperative imaging for identifying patients with adrenal involvement; whether routine removal of the adrenal gland during kidney surgery provides a survival benefit or compromises oncologic outcomes; and whether preservation of the adrenal gland might protect patients against the risk of adrenal insufficiency. NATURE REVIEWS | UROLOGY VOLUME 8 | OCTOBER 2011 | 535
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Evaluating the influence of tumor size and location on adrenal involvement, Kutikov et al. 1 examined the outcomes of patients with large tumors (>7 cm) located within or outside the upper pole who underwent adrenalectomy. They found adrenal involvement to be present in only 4 (4.4%) of 91 patients: 3 (6.5%) of 46 patients with upperpole tumors and 1 (2.2%) of 45 patients with non-upper-pole tumors (P = 0.83). 1 Similar to the study by Kutikov and colleagues, 1 Weight et al. 2 from the Mayo Clinic reported on a large cohort of 4,018 patients, and found ipsilateral adrenal involvement in only 88 patients (2.2%). Adrenal involvement was present in 42 (3.4%) of 1,229 patients with upper-pole tumors versus 46 (1.6%) of 2,789 patients with renal tumors in other locations. 2 Not surprisingly, by having a greater number of patients than reported by Kutikov and colleagues, 1 Weight et al. 2 found a significant association between adrenal gland involvement and upper-pole tumors versus tumors in other locations (P = 0.001). In addition to tumor location, increasing tumor size, increasing tumor stage, and nodal or distant metastases were predictive of ipsilateral adrenal metastases on multivariate analysis. 2 Nevertheless, the vast majority of adrenal glands were removed unnecessarily in both series.
In order to better distinguish patients who need adrenal removal from those who can be spared an unnecessary adrenalectomy, both studies evaluated the ability of preoperative imaging to identify adrenal meta stases. In the study by Kutikov and colleagues, 1 all four patients with adrenal meta stases were identified on preoperative imaging (sensitivity of 100%). Although only these 4 out of a total of 12 patients with radiographic abnormalities were found to have adrenal involvement due to cancer (33%), none of the patients with normal adrenal gland appearance on preoperative imaging had adrenal involvement after analysis of the surgical specimen (negative predictive value of 100%). Similarly, in the Weight et al. 2 cohort, 32 of the 33 patients with adrenal metastases who had radiographic studies available for review demonstrated suspicious findings of either non visualized adrenal gland or nodular mass within the gland (sensitivity of 97%). While the study by Weight et al. 2 did not evaluate the negative predictive value of radiographic imaging, previous studies from other institutions have documented excellent performance of preoperative imaging for evaluation of adrenal gland involvement.
For example, Tsui et al. 3 identified 511 RCC patients treated with surgery, of whom 29 (5.7%) had adrenal involvement. 26 of these 29 patients had suspicious preoperative CT findings, equating to a sensitivity of 90%. The negative predictive value was also consistently high at 99%. 3 Such a high sensitivity and robust negative predictive value of preoperative imaging should allow the vast majority of patients to avoid unnecessary adrenalectomy at the time of their surgery, and allow the surgeon to make their surgical planning decision preoperatively.
The concept of an unnecessary adrenalectomy during surgery for RCC in light of oncologic outcomes is further examined by both articles. Kutikov et al. 1 found no survival advantage in patients who underwent an adrenalectomy compared to patients who had their adrenal glands preserved. These findings are similar to those of a study published 15 years earlier by Robey and Schellhammer, 4 which compared the longterm outcomes of a small cohort of patients with RCC treated with nephrectomy and ipsilateral adrenalectomy and those with adrenal glands preserved. After 9 years of follow-up, they found no difference in survival between the two groups.
The group from the Mayo Clinic 2 has further demonstrated that routine adrenalectomy offers no oncologic benefit. On multivariate analysis, after adjusting for clinicopathologic characteristics, ipsilateral adrenalectomy was not associated with a decreased risk of death from RCC. More importantly, they demonstrated that a number of patients will develop contralateral or asynchronous adrenal metastases: interestingly, in patients who did not undergo adrenalectomy, the risk of developing asynchronous ipsilateral versus contralateral adrenal metastases was equivalent at 10 years. Such findings support even stronger argument against the removal and sacrifice of the "radiographically normal" adrenal gland.
Finally, the articles by Kutikov et al. 1 and Weight et al. 2 both appropriately discuss the risk of adrenal insufficiency associated with a routine adrenalectomy. Although they did not specifically evaluate endocrine para meters and the quality of life of patients who ended up with subnormal adrenal function or Addisonian crisis, previous studies have documented numerous detrimental effects on health and other issues associated with adrenal insufficiency. 5, 6 We recently reviewed numerous risks that potentially threaten the adrenal glands, and advocated adrenal preservation via partial resection of an affected adrenal gland in cases of primary adrenal tumors. 7 While our study did not specifically evaluate adrenal preserva tion in patients with RCC, we determined that the notion of adrenal preservation is a growing concept, with numerous published series focusing on the importance of surgical preservation of the unaffected adrenal tissue.
In summary, there is currently a strong trend toward adrenal preservation in clinical practice. Evidence-based practice should incorporate the most recent literature demonstrating no role for routine adrenalectomy during RCC surgery. The availability and performance of modern cross-sectional imaging allows for highly sensitive identification of patients with adrenal gland involvement who might benefit from adrenalectomy. In most cases, however, the adrenal gland should be left in situ, especially if it appears normal on preoperative imaging. Most importantly, routine adrenalectomy does not provide oncologic or survival benefits, and might subject a substantial number of patients to the additional surgical risk and long-term sequela of adrenal insufficiency.
BPH
How useful is a visual prostate symptom score for patients?
Kamil Cam
International prostate symptom score is widely used to evaluate lower urinary tract symptoms in patients with benign prostatic hyperplasia. However, the questions can be difficult to understand for some patients, leading to inaccurate treatment decisions. A visual prostate symptom score could overcome this limitation, but should be further investigated. Lower urinary tract symptoms (LUTS) associated with benign prostatic hyperplasia (BPH) represent an important health problem in elderly men. The incidence of moderate-to-severe LUTS associated with BPH is reported in at least one-third of men over 50 years of age.
1 Prostate surgery is the standard management policy for patients with BPH having complications such as renal failure, recurrent urinary tract infections, renal dilatation and resistant macroscopic hematuria. However, the majority of patients with LUTS have none of these complications; therefore, the management strategy for patients with BPH commonly involves relieving symptoms by medical or surgical alternatives, including minimal invasive surgeries such as laser prostat ectomy or transurethral needle ablation.
Most treatment algorithms for BPH suggest using the International Prostate Symptom Score (IPSS), a questionnaire comprising seven questions on urinary symptoms and one more item regarding the quality of life, as an initial measure to evaluate the extent of LUTS. 2 Moreover, alternative treatment strategies can be designed based on each patient's IPSS score.
1,2 Even though IPSS is used worldwide to evaluate LUTS, it has several limitations. A new study by van der Walt et al. 3 reports the insufficiency of IPSS in evaluation of LUTS and proposes a partially visual questionnaire, which they call the Visual Prostate Symptom Score (VPSS)-an alternative to the IPSS that would be easier for patients to understand.
One of the main disadvantages of the IPSS is the complexity of the questionnaire for some patients. One study showed that almost half the patients who were given the IPSS questionnaire failed to complete it when they were told not to answer any questions that they found unclear. 4 Another study confirmed these data, showing that almost one-third of patients with LUTS were unable to complete the IPSS questionnaire. 5 Other studies have reported similar observations. In one study, 34% of patients with BPH with low (elementary school) educa tion levels and 14% of patients with BPH with high (university degree) education levels returned the IPSS questionnaire completely unmarked. 6 Furthermore, the results of the IPSS were similar when the questionnaire was self-completed or when completed by a physician, without compromising the scientific quality. 7 However, to get help from a physician when completing the questionnaire is often impossible in busy outpatient clinics. Thus, these studies concluded that the IPSS is very complicated and the results might be unclear, at least for patients with low education levels who might misrepresent their IPSS values, consequently leading to inappropriate treatment.
In their study, van der Walt et al. 3 reported that 24-87% of 96 men with LUTS (depending on their level of education) required assistance to complete the IPSS questionnaire. They thereby agreed that the IPSS is difficult to understand even for men with a high level of education. The authors argued that getting help from a physician, a nurse, or a family member to complete the IPSS might cause miscommunication, influence the patient's responses and introduce risk of bias. In addition, the translation of the IPSS into other languages needs to be validated. Moreover, elderly men can have visual impairments that may cause difficulty in reading the IPSS questions. To overcome these complexities associated with the IPSS, therefore, van der Walt et al. 3 developed the VPSS, which is composed of clear pictures representing three of the IPSS questions-frequency, nocturia and weak stream. They also used a visual scale (in place of the IPSS question regarding the quality of life) to rate the burden of urinary symptoms. They reported that substantially fewer patients required assistance to complete the VPSS than the IPSS-depending on their education levels, between 8% and 32% of patients required assistance. Finally, they demonstrated that the VPSS statistically significantly correlated with the IPSS; that is the individual pictures on the VPSS correlated well with their IPSS counterparts. They concluded that the VPSS might be a more useful tool than the IPSS to evaluate LUTS, especially in patients with low levels of education.
The major drawback of this study is that the VPSS only included pictures for three of the IPSS questions; therefore, four questions of the IPSS either remain the same as in the VPSS or are not included.
